Background. The nutritional status of children is a good indicator of the overall well-being of a society and reflects food security as well as existing health-care and environmental conditions. In Pakistan, it is estimated that nearly 40% to 50% of children under the age of five are stunted. Due to greater economic opportunities available to the urban population as compared to the rural, it was believed that economic resources existed in poor urban Pakistani households but that the households lacked the skills and knowledge to translate their resources into good care and feeding practices.
Introduction
The nutritional status of children is a good indicator of the overall well-being of a society and reflects food security as well as existing health care and environmental conditions. It is estimated that nearly 40% to 50% of children under the age of five in Pakistan are stunted, that is, of low height (or length)-for-age [1, 2] . Inadequate feeding and/or repeated illness are the immediate causes of stunting and can be exacerbated by some combination of household food insecurity, unhygienic environments, and the consequent inability of families to take care of their young adequately [3] .
It has been reported by Begin et al. that early childhood malnutrition can fundamentally be attributed to poverty and lack of economic resources [4] . However, even in poverty-stricken communities with inadequate household food access, there are children who grow and develop normally as a result of positive family and caregiver behaviors [5] [6] [7] . Good care practice includes behaviors that pertain to feeding, home health care, food preparation, hygiene, and the provision of a responsive and stimulating environment to a child during its most vulnerable stage [8, 9] .
In 1990, as part of its conceptual framework for malnutrition, UNICEF recognized care, along with food security and health, as an important underlying determinant of nutrition status for women and children. This framework argued that household food security, health, and care are all necessary conditions for achieving nutrition security, but none of the three is sufficient by itself [3] .
Given the multiplicity of indicators involved in the assessment of infant feeding and care practices and the need for age-specific indicators, it is often difficult to summarize the information in an appealing and meaningful way. However, recently developed composite child-feeding indices may help to quantify the strength of the association between child-feeding practices as a whole and nutritional outcomes and to help assess the maternal and socioeconomic barriers to optimal feeding practices on children's health and nutrition. Composite child-feeding indices also provide useful information for advocacy and communication, since they can summarize disaggregated information in a single number. Such indices can be made age-specific and can include various dimensions of feeding practices [10] .
Household food insecurity has been identified as a possible underlying determinant of malnutrition [3] . Development organizations and other institutions have had to measure household food insecurity for program design and targeting, but the existing measures of national food availability alone have been inadequate [11] . For almost a decade, the United States Department of Agriculture (USDA) Food and Nutrition Services food-security core module [12] has been a useful tool for measuring the severity of householdlevel hunger and food insecurity in the United States and Canada. The USDA food-security core module has been successfully adapted in countries [13] as diverse as Indonesia [14] , Venezuela [15] , and Brazil [16] , as well as among different ethnic groups in the United States [17] [18] [19] . The results of three exploratory adaptations of the USDA module in India, Uganda, and Bangladesh indicated that the module was reasonably reliable with minimal modifications to the core questions [20] .
In severely food insecure households, interventions pertaining to child care and feeding practices are unlikely to be sufficient for reducing malnutrition. In such households, other forms of nutritional intervention, such as supplementation, will need to be incorporated. However, among food secure or moderately food insecure households interventions to promote care practices related to the feeding and hygiene of a young child may well result in enhanced growth (in height or length and weight), since caregivers in these households have the capabilities but not the knowledge to implement good feeding practices and behaviors.
This study is the first to look at child caring practices individually as well as collectively to form a composite index relating to malnutrition among young Pakistani children. Recognizing care as an important component of UNICEF's conceptual framework of malnutrition, we hypothesized that while many poor urban households may have the economic resources they may not have the skills and knowledge needed to translate their limited resources into good care and feeding practices. The identification and subsequent promotion of better care practices may help reduce the risk of stunting despite a household's overall food and socioeconomic status.
With the multifaceted aspects of malnutrition in mind, a survey was conducted in Karachi, Pakistan. The aim of the study was to assess prevalent care and feeding practices among children 6 to 18 months of age residing in squatter settlements of Karachi and to identify care and feeding practices, as well as any other underlying factors, associated with stunting.
Methods

Study sample
The study was a community-based cross-sectional survey conducted in Karachi, Pakistan, from October through December 2000. It is estimated that nearly 50% of Karachi's 12 million people [21] live in squatter settlements. Eight squatter settlements were purposively selected for the survey on the basis of their present or past association with either a nongovernmental organization or the Aga Khan University. These affiliations were important to help the authors obtain support in the squatter settlement communities for their research. All households with at least one child between 6 and 18 months of age were eligible. In a household with more than one eligible child, the interviewer wrote the names of the children on slips of paper and randomly selected the study subject.
Oral consent was obtained from the child's mother after providing her with an explanation of the study. Consent was also obtained from a family elder, wherever required, in keeping with Pakistani traditional values. Any household that did not give oral consent was excluded from the study. Children with congenital deformities were also excluded because their need for special care is beyond the scope of "normal" caregiving practices. The Aga Khan University's Ethical Review Committee approved the conduct of this study.
Sample size
Because of the paucity of information regarding Gender, household food insecurity, and stunting child-care and feeding practices in Pakistan, the sample size was calculated on the basis of diarrhea incidence, one indicator of poor feeding and care practices [22] . With an estimated prevalence of diarrhea among nonstunted children of approximately 22.7%, a 95% confidence level, and a statistical power of at least 80%, a sample of 381 children was required to detect associations with an odds ratio of at least 2.0. After inflation of this number by 10% to account for refusals to participate, 420 study subjects were required to meet the study objectives.
Sampling strategy
Within each of the selected sites, households were selected systematically after a random selection of the first lane to begin the survey from. Data collectors then proceeded to count and mark every 10th house in the area from the first house of the randomly selected lane. Once the marking was complete, the first marked house was approached. If the household did not have an eligible child, the adjacent house was approached and so on until an eligible house was found. After completion of the interview, the next marked house was approached. The sample was not weighted according to settlement size.
Data collection
A questionnaire was developed to obtain information on care and feeding practices, as well as other variables of interest from the child's mother. Care practice questions used in the Complementary Feeding Care Index were included in this questionnaire. The questionnaire was developed in English, translated into Urdu, and then back translated into English. The questionnaire was pretested among 35 households living in a squatter settlement similar to those to be surveyed. Nutrient intake information was collected using a 24-hour dietary recall as well as a food-frequency questionnaire. Responses from the food-frequency questionnaire were used for assessing the nutrient intake part of the Complementary Feeding Care Index.
In order to minimize potential variability in measuring weight and height or length, only one supervisor, who was also a trained lady health worker, measured the children and their mothers. A lady health worker is a government-certified ancillary health worker who promotes the government of Pakistan's rural health and urban nutrition and health programs.
During the interview, the mother answered questions about the age, occupation, education, duration of marriage, and ethnicity of the parents; the mother's pregnancy status; the child's history of breastfeeding and complementary feeding; the child's age, sex, number of living siblings, place of delivery, and vaccination status; whether the child had ever had measles; and whether the child had had diarrhea in the past two weeks. The child's weight and length were measured to assess his or her nutritional status.
The mother was also asked about the availability of water and sanitation facilities in the house, the number of persons living in the house, the type of dwelling, total household income, home ownership, and cooking facilities. Household members were defined as all persons living under the same roof and using the same kitchen. These variables were used to assess the socioeconomic status of the household.
Food security within the household was assessed by a series of questions regarding food adequacy and financial constraints in the past 12 months. These questions were based on a household food-security module developed by the USDA Food and Nutrition Service to measure food insecurity and hunger in the United States [12] . The module uses an 18-item set of questions that asks whether a variety of behaviors or conditions had occurred within the past 12 months due to financial constraints. The module uses the responses to these questions to categorize household food security status as food secure (households with no or minimal indication of food insecurity), food insecure without hunger (households concerned about inadequate resources to buy enough food that have adjusted by decreasing the quality of their family diet, with little or no reduction in household food intake), and food insecure with hunger (food-insecure households in which one or more members have decreased the amount of food they consume to the extent that they have repeatedly experienced the physical sensation of hunger) [12] .
Among other things, the questions asked about the mother's perception regarding the adequacy of food in the household and whether any adult, any child, or the mother ever had to skip or reduce a meal because of financial constraints. For the purpose of our study, the USDA food security module was translated into Urdu and then back-translated into English. The Urdu translation was pretested on 35 women, and modifications were made to the word "balanced meal," since the concept of a balanced meal was difficult to interpret among this population. By and large, the same questions that were used in the US version were used in our study.
The mother's weight was measured to the nearest 0.5 kg on a Tanita analogue weighing scale after confirmation that the scale was set at zero. After the mother's weight had been recorded, she was asked to step onto the scale holding the child, and the combined weight of the mother and child was recorded. The child was weighed wearing minimal clothing. At the time of data analysis, the child's weight was calculated as the difference between the combined weight of the mother and child and the mother's weight. A Salter scale was not used to weigh the child because it was unsure whether permission would be given or an appropriate place could be found to hang the scales in the child's house.
The mother's height was measured as she stood on a flat surface without shoes with her back against a door. A ruler was placed over the mother's head and a light mark was made. Her height was measured with a standard haberdasher's tape. A UNICEF infant/child length measuring board was used to measure the child's recumbent length to the nearest 0.1 cm, following standard procedures [23] . The child's head was firmly secured, and the knees were extended to avoid any undue bending. Measurements were repeated twice, and an average of the two was used.
Data quality control measures
The data were edited daily by the field supervisors. Spot checks at two or three field sites were conducted on a daily basis by either the field supervisors or the principal investigator. The interviewers were not aware of the schedule for the spot checks. Open-ended questions or those questions where additional information had been provided were given codes by the principal investigator prior to electronic data entry.
The completed data were double-entered by two different data-entry operators using a data-entry program from Epi Info version 6.04c. Discrepancies identified between data-entry operators were corrected by checking the original questionnaire. After correcting for key-punch mistakes, the error rate in data entry was assessed (i.e., if both operators made the same mistake). Forty questionnaires were randomly selected by using the Epi Info version 6.04c option and rechecked by the principal investigator. Discrepancies were found in 0.3% of the entries, and they were corrected.
Data analysis
The dependent variable "stunting" was created by taking the child's recumbent length and converting it to sex-and age-specific z scores relative to the National Center for Health Statistics/World Health Organization (NCHS/WHO) standards [24] with the use of the Centers for Disease Control and Prevention Anthropometric Package v1.02 [25] . Stunting was defined as length-for-age less than -2 z scores. Those children whose z scores were greater than or equal to -2 were considered to be not stunted.
Items were identified for creation of the Complementary Feeding Care Index prior to analysis. The index was divided into two parts: nutrient intake and practices. Items included in the nutrient-intake part were intake of foods considered rich sources of vitamin C, iron and folic acid, and vitamin A (both animal and plant sources) as well as intake of tea. Items included in the practices part were divided into age-appropriate breastfeeding practices and age-appropriate complementary feeding practices. A negative practice 
A. Child's nutrient intake included in the index
Based on the food-frequency questionnaire, key nutrient sources were scored as follows:
Vitamin C-rich sources
Food
No. of days consumed per week Meat Animal sources Egg yolk
Intake of tea
No. of days consumed per week
was given a score of -1, a positive or acceptable practice a score of 0, and a highly desirable practice a score of +1 (table 1) . The index was constructed by scoring key nutrient sources based on the food-frequency questionnaire and scoring optimal care and feeding practices based on WHO recommendations for optimal child growth [26] . Care and feeding practices were analyzed both as an index score and individually. To calculate the Household Food Insecurity Index, responses were scored in accordance with the USDA Food and Nutrition Service criteria [12] . For presentation of descriptive statistics, the distri-butions of household and child characteristics were calculated, and frequencies and percentages were reported. The means and standard deviations of quantitative variables were also calculated. In univariate analysis, the association of stunting with each dependent variable was assessed. Variables were categorized into biologically and socially meaningful categories wherever required. For example, area of residence was categorized as urban or peri-urban. Prevalence odds ratios and 95% confidence intervals were calculated individually for each of the potential factors potentially associated with stunting. All variables of interest with a p value < .25 on univariate analysis were considered for inclusion in reduced multivariate analysis by logistic regression. Variables that did not meet the p value criteria but had known biological or social significance were also considered while model building. The approach in building the final model was to seek out the most parsimonious model that was also biologically or socially meaningful. Before beginning multivariate analysis, correlation among the various independent variables was also checked. The model-building exercise began with the variable found most significant in the univariate analysis and continued with the subsequent addition of the next most significant variable. The final model included variables that were significant at p ≤ .10. All data were analyzed with the Statistical Package for the Social Sciences (SPSS version 10.0, Chicago, IL, USA).
Results
A total of 447 households were approached to participate in the survey. Fourteen eligible households (3%) declined to participate for reasons not cited; thus, a total of 433 eligible households were interviewed. Anthropometric measurements for 34 children were incomplete, and the final analysis was based on 399 children.
Descriptive statistics
Household characteristics
Nearly 84% of the children resided in urban squatter settlements located in congested pockets within Karachi. The remaining 16% resided in more remote locations within the city and therefore were considered periurban dwellers. All of the households had access to urban transportation and roads.
Only 34% of the children lived in permanent houses with reinforced concrete cement roofs. The rest lived in houses with temporary roofing of various forms and quality, ranging from asbestos sheets (55%) to thatched roofs (3%). On average, a household consisted of nine persons with a mean household monthly income of Rs.4,500 ± 2,600 (US$1 = Pakistan Rs.52, June 2000). There was no significant difference among the squatter settlements in reported mean monthly income, except for the periurban squatter settlement Rehri Goth, where the reported mean monthly income was approximately Rs.1,900 ± 980) (table 2).
Parental characteristics
The mean age was 33 years for the fathers and 27 years for the mothers. The mean duration of marriage was approximately 8 years. Thirty-five percent of the fathers had no formal education. The majority of the mothers (52%) had no formal schooling; slightly more than two-fifths of them had attended primary school (22%) or secondary school (21%).
Characteristics of the children
Nearly 53% of the children were males. The mean age was 12.1 months for boys and 12.2 months for girls. Forty-five percent of the children had been born at home, and the rest had been born in a private health facility (30%) or a government health facility (25%). Birthweight was available for only 92 children; of these, 18.5% were low-birthweight infants (< 2,500 g). Only 26% of the children had received all the appropriate vaccinations for their age (table 3) .
Nearly all of the children (97%) had been breastfed. However, nearly 46% had also been given nonhuman milk or formula. Nearly 34% of the children had been breastfed exclusively for 4 to 6 months, and 39% had been breastfed exclusively for a shorter period. The age at which feeding with nonhuman milk or formula was initiated was 5 months on average and ranged from immediately after birth to 17 months. The mean age for introduction of complementary foods was also approximately 5 months (table 3) .
The overall prevalence rates of stunting, wasting, and underweight were 22.1%, 9.6%, and 24%, respectively (table 4). Overall 12.7% of children between the age of 6-8 months were stunted, 16.7% between 9-11 
Univariate analysis
According to univariate analysis, household characteristics associated with stunting included household size, use of an outside water source, use of open fields for sanitation purposes, and periurban dwelling.
The variables pertaining to food insecurity in the household in the past 12 months were also found to be significantly associated with stunting (table 5) . Among parental characteristics, factors significantly associated with an increased likelihood of the child's being stunted included having a father with no formal schooling (prevalence odds ratio, 2.1; 95% confidence interval, 1.2 to 3.7) or even primary-level schooling (prevalence odds ratio, 2.8; 95% confidence interval, 1.4 to 5.4). Having a mother with no formal schooling was also associated with stunting in her child (prevalence odds ratio, 3.2; 95% confidence interval, 1.6 to 6.2). (table 6) According to univariate analysis, girls were more likely to be stunted than boys (prevalence odds ratio, 2.4; 95% confidence interval, 1.5 to 3.9). Furthermore, we found no significant difference in the age distribution of boys and girls in our study, confirming that differences in stunting between boys and girls were not due to age distribution in the sample.
Child-care and feeding practices associated with stunting included feeding the child family foods (prevalence odds ratio, 2.1; 95% confidence interval, 1.1 to 4.1) and feeding of the child by a sibling (prevalence odds ratio, 2.6; 95% confidence interval, 1.2 to 5.9). Other factors associated included the mother's perception that complementary foods need not be specially prepared (prevalence odds ratio, 2.0; 95% confidence interval, 1.0 to 4.0) and the mother's selfreported involvement in other activities or interactions while feeding the child (prevalence odds ratio, 1.6; 95% confidence interval, 1.0 to 2.6) (table 7) .
Finally, analysis of the Complementary Feeding Care Index scores indicated that there were statistically sig- nificant differences in mean scores for complementary feeding practices but not for breastfeeding practices. Also, among the individual components of complementary feeding, the mean intake of tea per week was also higher in stunted children (table 8) .
Multivariate analysis
The final results of our study, after adjustment for the potential confounding effects of age, indicated that female sex (adjusted prevalence odds ratio, 2.8; 95% confidence interval, 1.6 to 4.7) and household food insecurity with hunger in the past 12 months (adjusted prevalence odds ratio, 2.9; 95% confidence interval, 1.6 to 4.9) were strongly associated with stunting. Among sociodemographic and parental characteristics, having a mother with no formal schooling (adjusted prevalence odds ratio, 2.9; 95% confidence interval, 1.4 to 3.8) was also significantly associated with stunting. Stunted children were also more likely to live in crowded households (adjusted prevalence odds ratio, 1.7; 95% confidence interval, 1.0 to 3.8) (table 9 ).
Discussion
The prevalence of stunting in our survey increased with age, similar to patterns reported from other developing countries [27] . Pakistan's National Nutrition Survey 2001-2002 [28] reported a prevalence of stunting of nearly 24% among children between the ages of 6 and 23 months; this was slightly higher than the value we found, but the difference was understandable since we studied a younger age group (6 to 18 months). Certain care and feeding practices, such as the child's eating family foods instead of transitional foods or being fed by a sibling, showed associations with stunting at the univariate level, but these associations disappeared in the multivariate analysis. Female sex was significantly associated with stunting after the child's age, area of residence, maternal education, and household food security had been controlled for. This finding was consistent with health statistics that indicate gender discrimination in South Asia [29] and the strong preference for sons in Pakistani society [30, 31] . Although gender inequalities in health have been Gender, household food insecurity, and stunting reported from other South Asian countries [29, 32, 33] , they have not been highlighted in recent studies from Pakistan. The Pakistan Family and Fertility Planning Survey [30] reported a continued preference for sons; 48% of married women wanted their next child to be a boy, but only 9% wanted a girl. It is well documented that in South Asia gender preference is mainly manifested as excessive mortality of female children due to discrimination in food allocation and health care within the household [34, 35] . In 1996/97 the under-five mortality rate for children in Pakistan was higher for girls than for boys (23 and 18 per 1,000, respectively) [30] , and there was a significant imbalance in the female-to-male ratio for all ages under 45 years. For every 100 girls there were 112 boys, the inverse of what is usually seen in developed countries for this age group [29] . Thus, factors that were observed to be associated with malnutrition in the broader category of children under five years of age in national studies may be biased toward those who survived.
The survey confirmed that in Karachi's urban slums, both the father's education and the mother's education are assets for the growth of a child. Maternal education has been consistently shown to be critically important for a child's health, nutrition, and survival. Although the precise mechanism by which maternal education affects child outcomes is not fully understood, evidence from various countries indicates that knowledge and practices are key pathways. Educated women are likely to be more aware of nutrition, hygiene, and health care [29] . Notably, an African study found that recovery from stunting had a stronger association with the mother's education than with household income [36] .
Evidence from several developing countries shows that the under-five mortality rate declines with each additional level of education of the mother [30, 37] . For example, Bangladesh managed to increase its female literacy rate from 17% in 1980 to 48% in 2000 and to reduce the under-five mortality rate from 144 per 1,000 live births in 1990 to 89 per 1,000 live births in 1999 [37] .
Pakistan still has one of the lowest female literacy rates in South Asia (33%) [38] . According to the National Health Survey of Pakistan, the prevalence of stunting among children under five was nearly 40% in households where all of the adult women were illiterate, but it decreased to 25% when at least one adult woman had completed at least 10 years of schooling [39] . Edu- Gender, household food insecurity, and stunting cation for girls is considered one of the best strategies for breaking the cycle of ignorance and exploitation and empowering women and girls to improve their lives and those of their offspring [29, 40] .
In the final multivariate model, household food insecurity with the presence of hunger was associated with stunting. The prevalence of food insecurity with hunger in our study (24.3%) was much lower than that reported in studies conducted in India (57.4%) [20] and Uganda (58.3%) [20] using a modified USDA food security core module. The higher prevalence in the Indian study could be due to the fact that their sample was drawn from a very economically vulnerable population for the purpose of studying child labor and thus was not representative of the urban poor in general.
In urban areas, households buy most of their food, and therefore a lack of income compounded by large family size can grossly challenge food security. The poor are generally more vulnerable to fluctuations in food prices than the well-off. However, among the urban poor, poverty is due primarily not to lack of work but to the lack of well-paying, steady jobs [41] . Nearly 6% of the fathers in our survey were unemployed, and the rest worked at jobs such as street vendor, shopkeeper, fisherman, domestic worker, sanitation worker, and so forth.
For several decades, WHO has issued recommendations regarding the appropriate age to begin complementary feeding, which have varied from "infants to be exclusively breastfed during the first four to six months of life" to the recent resolution of "fostering appropriate complementary feeding practices from about six months with emphasis on continued breastfeeding and frequent feeding with safe and adequate amounts of local foods" [26] . Even though specific feeding practices do not appear in our final adjusted model, the role of care and feeding practices and the WHO recommendations on complementary feeding and breastfeeding practices, especially in households where there is food insecurity, needs to be reassessed. Clearly, a household that faces food insecurity has a greater burden when deciding how to ensure their growing child has a nutrient-dense and appropriate diet. The situation is exacerbated by the introduction of inappropriate complementary foods and a reliance on nonhuman milk or formula, which may be contaminated or of poor nutritional quality.
In our study, even though 97% of the mothers had practiced exclusive breastfeeding and nearly 34% had exclusively breastfed their child for at least 4 to 6 months, almost half (45%) had used nonhuman milk or formula as well. Among the children given supplemental nonhuman milk, nearly half received the supplemental milk or formula by the age of 4 months. Surveys among the general population by advocacy groups suggest that bottle-feeding has become an acceptable practice, with mothers unnecessarily supplementing their own milk with nonhuman milk or formula after being convinced that they are "unable" to breastfeed their children [42] . This trend is particularly dangerous in an environment where basic hygiene is compromised.
A disparity was observed between the perceptions and the practices of the mothers in our study. Nearly 90% of the mothers reported that complementary foods should be specially prepared for children in this 1 OR, odds ratio; CI, confidence interval *p < .05; **p < .001 age group, but nearly 63% were reportedly feeding their children predominantly with family foods. This situation was highlighted by the fact that children given family foods were more likely to be stunted. Clearly, country-or even region-specific feeding guidelines need to be formulated to help families identify cheap, easily accessible, and appropriate home foods for their children.
Limitations of the study
In the past few years, the World Health Organization (WHO) has raised concerns regarding the appropriateness of using the NCHS reference standards internationally, because this reference was compiled from a dataset based on a sample of infants from a single North American community who were predominantly bottle-fed [43, 44] . For lack of a more appropriate reference standard, as well as to allow global comparisons, the NCHS reference was used to define the outcome variable in this study.
Furthermore, care and feeding are better measured by making observations in households and performing longitudinal studies that can capture the timing and nature of changes and transitions, as well as morbidity incidences [45] . Since this was a cross-sectional survey, the study design did not allow for any comments on causal inference. Also, information was gathered only from the mothers.
The USDA food security core module has not been validated according to the guidelines suggested by Frongillo and coworkers [46, 47] in Pakistan. However, in India and Uganda, reasonably reliable scales have been constructed from this module by essentially just translating the questions and conducting modest amounts of cognitive testing [20] . Similar difficulties as we have reported in understanding the word "balanced" have been reported in other populations, and adaptations have been made [16, 17] without losing the content and face validity of the original.
Stunting is a cumulative process that starts in utero, and there is substantial evidence that intrauterine growth is a strong predictor of postnatal growth. Low birthweight (< 2,500 g) is associated with stunting [27, 48] . In Pakistan, it is estimated that nearly 19% of infants are born with low birthweight [49] . We obtained similar findings for the 92 children in our study for whom birthweight was documented. However, since nearly 77% of the children in our study had not been weighed at birth, birthweight was a factor whose effect could not be controlled for, and thus a potential exists for some residual confounding.
Recommendations
Education and poverty, as assessed by household indicators, have an impact on each other and consequently on the health of children. In order to break the cycle of malnutrition, investment in basic services, such as primary education, particularly of girls, is essential, along with clear guidelines for the community regarding cheap, easily available, and appropriate home foods for their young children.
However, for poorer households where food insecurity exists, knowledge of care and feeding practices may not be sufficient, and other types of interventions, such as food stamps or food supplementation, must precede or accompany educational efforts if an impact on child health and nutrition is to be expected. Further follow-up work needs to be done in urban settlements in Pakistan in order to understand the role of gender inequality and the dynamics of food distribution within the household and to provide formal validation for this population in Pakistan of an instrument measuring the phenomenon of household food insecurity and hunger in the presence of financial constraints.
